first trimester, however, if it is implanted closer to the uterine cavity-so called cervicoisthmic pregnancy, it may continue longer. Placental removal in a cervical pregnancy may result in major hemorrhage. It can be confused with miscarriage as abortion in progress with sac passing through the cervix. Hence it is important to diagnose it correctly. We discuss the diagnostic features on ultrasound, importance of Colour Doppler in correct diagnosis and role of USG in follow up and treatment options in these cases. Methods: We analysed the ultrasound findings of cervical ectopic pregnancy in 6 cases. The study was performed on Phillips HD 11 XE & IU 22 ultrasound machine using C 5-2 convex & C 8-4 V transvaginal transducer. The size of gestational sac, trophoblastic reaction and vascularity, presence of embryo, its cardiac activity if present was documented.
Results:
The gestational age at diagnosis was 6-9 weeks. All 6 cases showed empty endometrial cavity, closed internal os, three cases showed presence of only gestational sac (without fetal pole) with trophoblastic vascularity, three showed presence of embryo within sac; two with cardiac activity and one without cardiac activity. Five patients underwent curetting. One live ectopic was treated with methotrexate first and curetting was done later. Another live ectopic was treated with KCl injection for fetal reduction and then curetting was done. One was treated with methotrexate, patient started bleeding on 3rd day and aborted completely. Conclusions: A cervical ectopic pregnancy is a very rare form of extrauterine pregnancy. Its correct diagnosis helps in timely intervention. Surgical evacuation of the pregnancy alone is not recommended because the cervix is unable to contract and prolonged bleeding may follow. Hence expectant management with methotrexate is recommended in non-emergency cases. USG as imaging modality not only helps in diagnosis but also in follow up if it's treated on methotrexate.
EP24.14 A curious uterine tumour in pregnancy Uterine cystic tumours are rarely diagnosed during pregnancy. Leiomyomas are the most frequent uterine tumours but their aspect can be misleading.
We report a case of a 35 y.o female G1P0 referred at 17 weeks in our tertiary care centre for a diagnosis of uterine tumour. The patient had no previous medical history and had a normal pelvic ultrasound one year before the current spontaneous pregnancy.
At 12 weeks of gestation, the US scan reported a right adnexal cyst of 125 x 110 x 70 mm. Two weeks later, the diameter of the mass had increased and the mass now appeared as heterogeneous with multiples septae and no Doppler flow. A median sub-umbilical laparotomy performed at 15 weeks located the mass in the uterine wall and not in the right ovary as it was previously suspected. The tumour was not removed and an MRI was performed after the surgery for further characterisation of the lesion. It revealed a well-defined multi-loculated cystic lesion (140 x 77 x 118 mm) with multiple thin enhancing septae located in the myometrium. No solid or mural components and no connection with the endometrial cavity were described. The preferential diagnosis was a cystic adenomatoid tumour. At 17 weeks, the appearance of the mass remained unchanged but the size had increased to 154 x 138 x 85 mm.
The medical follow-up included monthly US. The characteristics of the lesion remained unchanged but the size eventually decreased to 114 x 85 x 102 mm. An MRI was repeated at 30 weeks of gestation in order to measure the thickness of the myometrium surrounding the mass. Considering the size of the lesion and the risk of uterine rupture, an elective Caesarean section was planned at 38 weeks. A 3130g newborn was delivered. The exploration of the abdominal cavity revealed no anomalies except for the fundal uterine mass which was resected once the Caesarean section was completed.
The final histological diagnosis was a leiomyoma with an important cystic degeneration and without sarcomatous transformation. 
